
 

APB License Verification 
Updated 11-1-19 

 
                        Date:        

Company Name:         

Attention:             

Address:        

         

City:             State:        Zip:       
 
Telephone:            Fax:          
 

 
*****LICENSE VERIFICATION***** 

Fill in the italicized blanks only. 
 

Practitioner Name:            

License Number:       

****************************************************************************************** 

Original License Date: ________________    Expiration Date: ________________ 

Is the practitioner active?         yes   no 

Is the practitioner in good standing?        yes   no 

Are there any disciplinary actions initiated or pending against this practitioner?  yes   no 

Has this practitioner’s license ever been denied, limited, suspended or revoked?  yes   no 

****************************************************************************************** 

For Board Use Only 
 
Signature: __________________________________________________________________________ 

Printed Name:  ______________________________________________________________________ 

Title:  ______________________________________________________________________________ 

Date:  ______________________________________________________________________________ 

y 


